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Diaphragm  rupture  is  a  relatively  rare  injury  with  a  reported  incidence  of  1  to  7%  of  all
patients  following  signiﬁcant  blunt  trauma  [1].  Once  the  diagnosis  is  made,  operation  is
mandatory.
A  fresh  diaphragmatic  rupture,  with  no  concomitant  injuries  making  a different
approach  necessary,  certainly  appears  to  be  a  good  indication  for  laparoscopy.  Laparoscopy
permits  not  only  excluding  concomitant  abdominal  injuries,  but  also  facilitating  hernia
reduction  and  assessment  of  the  reduced  hernia  and  ﬁnally  having  a  better  vision  during
the  procedure.  Moreover,  inspection  of  the  intrathoracic  organs  through  the  tear  in  the
diaphragm  is  usually  possible  [2].
We  report  a  case  of  a  19-year-old  man  who  was  admitted  to  the  emergency  depart-
ment  after  a  pedestrian  accident,  causing  left  knee  injury  for  which  emergency  surgery
was  performed.  Twenty-four  hours  later,  the  patient  complained  of  increasing  left  sided
thoracoabdominal  pain  with  atelectasis  of  the  left  lower  lobe  of  the  lung.  The  diagnosis  of
left  diaphragmatic  hernia  was  made,  and  the  patient  underwent  immediate  laparoscopy.
Intraoperative  exploration  showed  that  most  of  the  stomach  was  herniated  into  the  chest
through  a  defect  on  the  left  hemidiaphragm.
Laparoscopically,  the  stomach  was  reintegrated  in  the  abdominal  cavity.  A  direct  closure
of  the  diaphragmatic  defect  with  individual  sutures  was  performed.
The  postoperative  course  was  uneventful.  Oral  alimentation  was  started  on  the  ﬁrst
postoperative  day.  Chest  tube  was  removed  48  hours  after  surgery,  and  the  patient  dis-
charged  on  postoperative  day  3.
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ppendix A. Supplementary data
upplementary  data  associated  with  this  article  can  be
ound,  in  the  online  version,  at  http://dx.doi.org/10.1016/
.jviscsurg.2014.03.005.
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